Virtually all primary non-Hodgkin's lymphomas of the lower respiratory tract affect the lung parenchyma and are associated with an abnormal chest radiograph. ' We report a patient with non-Hodgkin's lymphoma of the mucosa of the major bronchi, who presented with reversible airflow obstruction. There was no other clinical or radiographic evidence of tumour and the disease responded rapidly and completely to radiotherapy.
Spirometric measurements were: FEV, 2.1 1 (77% predicted), forced vital capacity (FVC) 4 .5 1 (125%), and FEVI/FVC ratio 47%. The expiratory limb of a maximal flow-volume loop showed a concave upward pattern consistent with diffuse intrathoracic airflow obstruction, while the inspiratory limb had a normal configuration ( fig 1) ; the peak expiratory flow (PEF;) was 315 1 min-' (75%) and the VC flow ratio (VEmax,O/VImax5,) 0.35. The ratio of FEV, (ml) to PEFR (1 min-') was 6.7. Total lung capacity measured by helium dilution was 6.6 1 (120%) and the transfer coefficient 0.80 mmol min-' kPa-' 1' (45%). Rigid bronchoscopy showed that the mucosa of both main bronchi was thrown into deep folds causing narrowing of the lumina to one quarter of the normal diameter. These changes began at the carina and extended circumferentially down both main bronchi to the origins of the left and right upper lobe bronchi. Investigations with normal or negative results included a full blood count, erythrocyte sedimentation rate, blood biochemistry, and sputum cytology. The histological appearances were reported as those of anaplastic carcinoma and she received "palliative" radiotherapy of 3000 cGy (rads) over the next two weeks. Her symptoms and lung function rapidly improved and she was discharged home. FEV, was 3.1 1 and FVC 4. patient, where in addition considerable improvement followed a course of prednisolone. The smoking history, chest radiograph, and low transfer factor indicated that she also had emphysema. Prednisolone is used in most regimens for treating non-Hodgkin's lymphoma and it may have produced partial and temporary regression of the tumour with an improvement in airflow.
The value of serial measurements of simple lung function, including the flow-volume loop, is illustrated. Deteriorating symptoms, stridor, and a grossly abnormal flow-volume loop, quite different in configuration from the first record, clearly indicated that the patient's disease was not confined to the small airways. Direct bronchoscopic examination in such circumstances is the definitive investigation. 4 Symptoms of airflow obstruction in lymphoma are usually caused by extrinsic compression of the central airways by enlarged mediastinal lymph nodes. Postmortem studies have shown that, less commonly, lymphoma can produce airway narrowing by direct invasion of the bronchial wall.5 Rarely, endobronchial infiltration has been diagnosed ante mortem by cytological examination of the sputum cytology6 8 or by bronchial biopsy9 '" in patients with widespread non-Hodgkin's lymphoma. We believe the present case to be unusual in that the lymphoma was confined to the major bronchi with no evidence of disease elsewhere.
The tumour may have arisen from lymphoid tissue in the bronchial submucosa and have extended preferentially into the bronchial lumen rather than invading adjacent lung tissue.
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